
1. full name (laST, fIrST, mIddle, maIden) prevIouS or oTher name(S)

2. prImarY reSIdenCe (Where You voTe, paY federal TaxeS, obTaIn a drIverS lICenSe) - phYSICal addreSS requIred, Po boXES arE NoT accEPTablE

CITY STaTe zIp Code

maIlIng addreSS (If dIfferenT Than prImarY reSIdenCe) STreeT or po box

CITY STaTe zIp Code

3. daTe of bIrTh plaCe of bIrTh (CITY) (STaTe) (CounTY) moTher’S maIden laST name
monTh daY Year

4. **SoCIal SeCurITY number (mandaTorY, uSed for IdenTIfICaTIon purpoSeS onlY) Telephone number - home Telephone number - Work 

5. InTerneT e-maIl addreSS (pleaSe prInT) fax number (opTIonal)

6. mISSourI regISTered profeSSIonal nurSe lICenSe number *STaTe of reSIdenCe mulTI-STaTe lICenSe number

4 or

7. are You CurrenTlY or have You ever praCTICed, repreSenTed, or deSIgnaTed YourSelf aS a nurSe aneSTheTIST, nurSe mIdWIfe, nurSe praCTITIoner, or ClInICal
nurSe SpeCIalIST In mISSourI?

no YeS
if yES, ProvidE a NoTarizEd STaTEmENT iNdicaTiNg TiTlE uSEd, PracTicE daTES (bEgiNNiNg, ENdiNg) aNd PracTicE locaTioN(S).

8. have You ever aPPliEd To be reCognIzed aS elIgIble To praCTICe aS and uSe TITleS of a nurSe aneSTheTIST, nurSe mIdWIfe, nurSe praCTITIoner, or ClInICal nurSe
SpeCIalIST bY The mISSourI STaTe board of nurSIng? 

YeS, Year _______  no      If yes, as what? __________________________________________________________________

9. have You ever been rEcogNizEd aS elIgIble To praCTICe aS and uSe TITleS of a nurSe aneSTheTIST, nurSe mIdWIfe, nurSe praCTITIoner, or ClInICal nurSe SpeCIalIST
bY The mISSourI STaTe board of nurSIng?

YeS, Year _______  no      If yes, as what? __________________________________________________________________

*Primary State of residence means the State of a person’s declared fixed permanent and principal home for legal purposes; domicile. The
following items could be requested as proof of primary state of residence; driver’s license, voter registration card, federal income tax return.

NoTE: **You must provide your social security number pursuant to state and federal law.**
If you fail or refuse to provide your social security number, we will consider your initial application or renewal application incomplete and return
it to you. Continued failure or refusal to provide your social security number is grounds for denial of your application.

mo 375-0240 (3-16)

approved app daTe denIed CrT
SEE iNSTrucTioNS lETTEr bEforE comPlETiNg ThiS aPPlicaTioN

SEcTioN i - ProfilE iNformaTioN — all aPPlicaNTS

applICaTIon fee IS non-refundable. applICaTIon IS voId If
requIremenTS for reCognITIon are noT meT WIThIn one Year grad app grad app daTe grad exp grad CrT
You muST have a CurrenT rn lICenSe from eITher mISSourI or
anoTher CompaCT STaTe In order To be reCognIzed aS an aprn CaSh mo CheCk depoSITed
In mISSourI.

mailiNg addrESS: dElivEry addrESS
STaTe board of nurSIng 3605 mISSourI boulevard

STaTE of miSSouri po box 656 jefferSon CITY, mo 65109
jefferSon CITY  mo  65102-0656

dIvISIon of profeSSIonal regISTraTIon (573) 751-0073

advaNcEd PracTicE rEgiSTErEd email: nursingpractice@pr.mo.gov
Website: http://pr.mo.gov/nursing.asp

NurSE aPPlicaTioN for officE uSE oNly



SEcTioN iv - SPEcialTy cErTificaTioN hEld or aPPliEd for

SEcTioN iii - cliNical NurSiNg SPEcialTy arEa — all aPPlicaNTS
Indicate advanced practice registered nursing category and area of clinical nursing specialty for which you are applying.

advanCed praCTICe ClInICal nurSIng SpeCIalTY arearegISTered nurSe CaTegorY

nurse anesthetist

nurse midwife

nurse practitioner acute Care Women’s health
adult pediatric
family School
gerontological other (please explain in a separate sheet of paper)
neonatal

Clinical nurse Specialist adult health gerontological
adult psychiatric and mental health home health
advanced oncology Women’s health
Child/adolescent psychiatric and mental health other (please explain in a separate sheet of paper)

name of naTIonallY reCognIzed examInaTIon CerTIfICaTIon CerTIfICaTIon STaTuSCerTIfYIng bodY daTe number expIraTIon daTe
exam applicant
Current
provisional/Conditional
other (please explain)
_____________________

exam applicant
Current
provisional/Conditional
other (please explain)
_____________________

data provided below is voluntary and is not required in order to submit an application for recognition. This data will assist the department
in nurse demographics. PlEaSE PriNT iN black iNk.

gender
female      male

raCe/eThnIC group
CauCaSIan (WhITe) afrICan-amerICan hISpanIC amerICan IndIan/alaSkan naTIve
aSIan/paCIfIC ISlander oTher (if other, please indicate)_____________________________________________________

naTIonalITY
amerICan foreIgn (please indicate) _________________________________________________________

language
englISh foreIgn (please indicate) _________________________________________________________

CITIzenShIp
unITed STaTeS foreIgn (please indicate) _________________________________________________________

mo 375-0240 (3-16)

SEcTioN ii - advaNcEd PracTicE NurSE EducaTioN
offICIal deSIgnaTedname & addreSS of offICIal daTe TYpe of degreeTYpe of program major or ClInICaladvanCed praCTICe program of CompleTIon aWardedSpeCIalTY

nurse anesthetist Certificate
nurse midwife masters/nursing

masters/othernurse practitioner phd/nursingClinical nurse Specialist phd/other
other (please explain) other (please explain)
_________________ _________________
nurse anesthetist Certificate
nurse midwife masters/nursing

masters/othernurse practitioner phd/nursingClinical nurse Specialist phd/other
other (please explain) other (please explain)
_________________ _________________



SEcTioN vi - affidaviT (To bE NoTarizEd by a NoTary Public) — all aPPlicaNTS

SEcTioN v - ScrEENiNg quESTioNS

I am aware that all documents needed for recognition as eligible to practice as and use titles of an advanced practice registered nurse must
be received in the board office before my application expires. I am also aware that it is my legal and professional responsibility to inquire at
the board office before my application expires regarding the status of my application. application fees are non-refundable.

I realize that I cannot practice as nor use titles of an advanced practice registered nurse without a current missouri or another Compact
State rn license, certification and board recognition.

I understand that my application for recognition will not be approved if I fail to provide any of the required documentation or information.

being duly sworn, I state that I am the person who is referred to in the foregoing application for eligibility to practice as and use titles of an
advanced practice registered nurse in the State of missouri; that the statements therein are strictly true in every respect; that I have complied
with all requirements of the law; and that I have read and understand this affidavit.

muST bE SigNEd
iN PrESENcE of NoTary 4

noTarY publIC emboSSer Seal STaTe CounTY (or CITY of ST. louIS)

SubSCrIbed and SWorn before me, ThIS
daY of                                                                  Year uSE rubbEr STamP iN clEar arEa bElow.

noTarY publIC SIgnaTure mY CommISSIon
expIreS

noTarY publIC name (TYped or prInTed)

mo 375-0240 (3-16)

1. have you ever been issued any professional license, certification, registration, or permit by any
state, united States, territory, province or foreign country other than the licenses listed above? YeS      no
if yES, idENTify TyPE of licENSE, whEN iSSuEd aNd by whom.

2. have you ever been denied a professional license, certification, registration or permit? YeS      no
if yES, EXPlaiN fully iN a SEParaTE NoTarizEd STaTEmENT.

3. have you ever had any professional license, certification, registration, or permit revoked,
suspended, placed on probation, or otherwise subject to any type of disciplinary action? YeS      no
if yES, EXPlaiN fully iN a SEParaTE NoTarizEd STaTEmENT.

4. are you presently being investigated or is any disciplinary action pending against any professional
license, certification, registration, or permit you hold? YeS      no
if yES, EXPlaiN fully iN a SEParaTE NoTarizEd STaTEmENT.

5. have you ever voluntarily surrendered or resigned any professional license, certification,
registration or permit? YeS      no
if yES, EXPlaiN fully iN a SEParaTE NoTarizEd STaTEmENT.
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STaTE of miSSouri
dIvISIon of profeSSIonal regISTraTIon
auThorizaTioN To rElEaSE coNfidENTial iNformaTioN

PriNT lEgibly iN black iNk

I, ________________________________________________ , hereby authorize the mISSourI STaTe
board of nurSIng to release my social security number, in addition to any public information
contained in my file at the mISSourI STaTe board of nurSIng, regarding my licensure and
application status as a registered professional nurse/advanced practice nurse to my national certifying
body/bodies, _______________________________________________________________________
and/or their representatives, in order to facilitate interagency communication and retrieval of certification
or recertification evidence.

a photostatic copy of this authorization will be considered as effective and valid as the original.

applICanT’S SIgnaTure daTe

applICanT’S prInTed name

applICanT’S SoCIal SeCurITY number
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